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SURGICAL SOCIETY. 


Stated Meeting, October 24 , 1894. 

The President, Robert Abbe, M.D., in the Chair. 


PROLAPSE OF THE RECTUM. 

Dr. F. Kammerer presented a young man who for a year had 
had prolapse of the rectum to the extent of about two inches and a 
half. The parts could be very readily replaced, as the sphincter was 
greatly dilated, admitting the introduction of four fingers into the 
rectum. About five weeks previously Dr. Kammerer performed 
Robert’s modification of Dieffenbach’s operation, consisting in ex¬ 
cision of a triangular piece of the posterior rectal wall, including the 
external sphincter. 

In this case the triangle was about three inches long, with a base 
at the external sphincter of about an inch and a half. Union took 
place by first intention and the result had been perfect. In three 
cases operated upon according to this method Dr. Kammerer had 
introduced a strip of iodoform gauze below the tip of the coccyx at 
the upper angle of the wound to prevent retention at this point where 
it was difficult to sew together the soft parts, so that no wound or 
cavity should remain. 

Last year he had shown to the Society a woman upon whom he 
had operated by this method for prolapsus of the rectum to the ex¬ 
tent of four inches, dilatation of the anus admitting the introduction 
of the entire hand into the rectum, and also for complete prolapse of 
the uterus. In that case he exsected about four inches of the rectum, 
performed ventral fixation on the prolapsed uterus, and a plastic op¬ 
eration on the vagina, and had thus effected a complete cure. He 
had examined the patient a week ago and found that there was not 
the slightest indication of a recurrence of the rectal prolapse. The 
uterus was also in excellent position. The woman had been em¬ 
ployed as a cook, standing on her feet all day during the summer. 
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SYPHILIS CUTANEA VEGETANS, OR FRAMBCESIA. 

Dr. A. J. McCosh presented an unmarried girl, about twenty 
years of age, who denies having had any venereal sore, falling out of 
hair, eruption, or headaches, yet who has a strawberry-like growth at 
the end of the nose which has, no doubt, a syphilitic basis. She had 
a sore on the roof of the mouth two years and a half ago, for which 
she was given iodides for three months when the ulcer healed. Two 
years ago she had a sore throat which was cured in one month. One 
year ago she had a bad rhinitis. Nine months ago a pimple appeared 
just below the nasal septum, when she entered a hospital for treatment 
and remained for five months, and was given iodides, but without 
improvement. Six months ago the sore had spread into the septum. 
At present there is a papillomatous excrescence on the tip of the nose 
which looks much like a very large raspberry. The base of such a 
growth is usually a syphilitic lesion, but the papillomatous excrescence 
does not probably differ from other warty growths. As a rule, such 
growths do not disappear under syphilitic treatment without the em¬ 
ployment of the sharp spoon or cautery. They have been much dis¬ 
cussed during the past twenty-five years, but the general opinion of 
dermatologists and syphilographers at present seems to be that they 
have a syphilitic base while the excrescence is sometimes a pure 
syphilide and sometimes a papilloma. 

Dr. McCosh, in replying to a question, said he did not doubt 
but what ichthyol and almost every other form of local application had 
been applied, as she had been under continuous treatment for the past 
nine months for the lesion of the nose. During the greater patr of 
this time iodides had been administered. During the past four 
weeks no antisyphilitic medicine had been given, and in the month 
this large framboesia had grown out from an unhealthy ulcerating 
surface, the appearance of which was not typical, either of syphilis 
or lupus. Microscopic examinations of the growth revealed simple 
inflammatory tissue, and no tubercle bacilli. 

PARAPLEGIA FROM SPINAL FRACTURE; COMPRESSION 
OF CORD; EARLY LAMINECTOMY; CURE. 

Dr. R. H. M. Dawbarn presented a young woman who, a year 
ago, had fallen four stories and landed in the cellar on a coal-heap. 
She was taken to a hospital with a broken back and complete motor 
paraplegia, and almost complete sensory paralysis from the seat of the 
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injury down. Dr. Dawbarn operated upon her, performing laminec¬ 
tomy about two hours and a half after the injury. A long incision 
was made, extending above and below the eleventh and twelfth dorsal 
vertebrae, which were found fractured and distinctly depressed. Be¬ 
sides being crushed in several places, there were two points projecting 
from these two vertebrae into the dura and apparently on into the cord. 
The arches were removed with the rongeur forceps, the dura was slit 
about four inches. At once there escaped a quantity, perhaps two 
ounces, of cerebro-spinal fluid. Blood clots were turned out,-and 
the cord was found distinctly indented, but not apparently actually 
lacerated. It was certainly not severed, nor was there any consider¬ 
able loss of its substance. On running a probe down along beneath the 
cord, it met with resistance opposite the twelfth vertebra, due to the pro¬ 
jection of a sharp spicula of bone, like the end of a lead-pencil, com¬ 
pressing and apparently sticking into the anterior surface of the cord. 
It was with great difficulty reached and removed, by gnawing away 
with the rongeur forceps the arch, nearly to the body of the bone, 
on one side. Almost immediately upon removal of the sharp frag¬ 
ment mentioned, the whole wound filled with blood. Doubtless the 
fracture had torn across the venae basis vertebrae at that point; and 
detaching the fragment of the broken body gave exit to blood from 
this source. The haemorrhage was controlled by two long strips of 
iodoform gauze inserted under (in front of) the cord, and half-way 
encircling it. The dura was then sutured with running catgut, the 
wound was closed, save for the gauze drains mentioned, and a splint 
of plaster of Paris was applied from the armpit to below the hips. 
The operation lasted about an hour and a half. The patient did per¬ 
fectly well; the gauze was removed between the second and third 
days, a trap-door being cut into the splint for that purpose. There 
was no pus. The urine had to be drawn for about a month after the 
operation, and there was no control over the rectum during that 
length of time. Strychnine, massage, and Faradic electricity have 
been regularly used. Within the last two months the patient has re¬ 
sumed her work as house-maid and cook. The right leg is a little 
weaker than the left, though not much. It does not affect the gait. 
She has had no pain or aching in the back, but there has been a little 
pain in the right leg, and as it has been rather increasing of late, 
sensibility has not as yet been quite fully regained in that limb. 

The good result in this case was attributed by the reporter to the 
immediate operation. If it had been postponed a week or longer, 
the result would have been much less favorable. 



4 8 


NEW YORK SURGICAL SOCIETY. 


Dr. John A. Wyeth remarked that from personal experience 
he was of the opinion that where there was loss of cord substance 
restoration of function was not possible. Since there had been almost 
complete restoration of function in Dr. Dawbarn’s case, he would 
infer that the cord had not been actually lacerated but compressed. 

With regard to the development of pain in this case, he thought 
it probably was the forerunner of restoration of function in the part 
of the cord which had been severely compressed. He had noticed 
that fact in a case of nerve suture and in one of cord injury. 

Dr. Wyeth thought no case had been presented to the Society 
which encouraged us more than this one to operate early for relief 
from injury to the vertebral column with partial or complete para¬ 
plegia. He had expressed the opinion before, but did not know 
whether it was that of the Society, that in all cases of injury to the 
spinal column with resulting paralytic symptoms, one should operate 
early if he meant to operate at all. He wished to emphasize that 
view on this occasion. If it was intended to condemn the patient 
to pursue a course of inaction, then never operate. Of the cases 
which he had operated upon, in five the operation was late, and in 
only one of these were results obtained which gave any encourage¬ 
ment. In that one there was considerable improvement, but it was 
evidently due to removal of compression of the cord. An immediate 
operation offered a much better chance of recovery, for where com¬ 
pression from haemorrhage or depressed bone was allowed to remain 
weeks or months the resulting damage was likely to prove permanent. 

Dr. Dawbarn agreed with Dr. Wyeth, and could relate one case 
of his own already published,—a young man who fell from a height 
and broke his back,—in which a late operation had proved of decided 
benefit, although he would not think of tolerating delay again if he 
could prevent it. In that instance the paraplegia was six months old 
when first he saw the patient. He waited two months more until the 
neurologists admitted that electricity could be of no further value. 
He had used under their advice as high as ioo cells, using two 
chloride of silver batteries, and nevertheless with steadily decreasing 
contractile power in the muscles, and with reaction of degeneration 
present. He would now about as soon consent to wait and use elec¬ 
tricity in a case of hemiplegia resulting from depressed fracture of 
the skull. 

In the case in question he had finally cut down and found frac¬ 
ture of the arches of the last dorsal and first lumbar vertebrae and 
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diminution in the size of the underlying cord, which somewhat 
resembled cicatricial tissue. Before the operation the patient had 
had absolutely no control over the bladder and rectum; the lower 
extremities were distinctly cold to the touch ; they did not sweat at 
all, and the toe-nails had not grown for months. The patient had 
suffered a great deal from pain about the region of the depressed 
bone, but not in the paralyzed limbs, and there were several large 
bed-sores over the sacrum and buttocks which could not be controlled. 
Within a few days after the operation the limbs became warm ; had 
since developed to normal size; sweating was resumed, and the toe¬ 
nails grew very rapidly ; the bed-sores improved and finally healed. 
Gradually control had been regained over the bladder and bowel, 
although the catheter had yet to be inserted sometimes,—six years 
after the operation. The patient had regained entire control over the 
sartorii muscles, but only a little over the others. Some months after 
the operation there began to be vigorous penile erections, for hours 
at a time, unaccompanied by the least sensation in that organ ; and 
the patient regarded this as a hopeful sign of returning function ; but 
subsequently this phenomenon quite disappeared. He had resumed 
his work as inspector of contracts, being driven about in a wagon. 
Had the operation not been performed, he doubtless would have died. 

In other words, without an operation in such cases with failing 
powers there is no hope; with an operation there is some little hope, 
even though it be not performed until late. 

Dr. Abbe thought that in most old cases there was very little 
hope, although there was unquestionably reason for some when there 
had been no destruction of the cord. But as Thorburn had shown 
from his extended experience with fractures of the spine and para¬ 
plegia, there was almost always purification of the cord. When 
operated upon late the cord was usually found atrophied, and looked 
like a thin filament at the seat of the injury. Undoubtedly, then, the 
cord was pulpified in the great majority of cases of injury with imme¬ 
diate paraplegia. In Dr. Dawbarn’s case the operation had been 
followed by excellent results, which would indicate relief of simple 
compression without pulpification of the cord. But it was not likely 
that in a hundred cases of paraplegia from fracture one would find in 
operating more than one in which there was compression alone, and 
no pulpification. 

Dr. Gerster wished to say that while in the overwhelming 
majority of cases of fracture of the spine there might be pulpification 
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of the cord, as stated by Dr. Abbe, yet he believed that many sur¬ 
geons had met with cases in which even extensive fracture had left 
the cord without serious lasting injury. He recalled the case of a boy 
whom he showed to the Society seven or eight years ago, and who 
had broken his neck on taking a “ header” from a pile into the water 
at low tide, forgetting that the water was not as deep as it had been 
when he had done the same thing at high tide. He was perfectly 
unconscious when he came to the surface, the head wabbled on the 
neck, but his companions managed to get him home. When Dr. 
Gerster saw him there was absolute paralysis of both lower and upper 
extremities, and of the bladder and rectum. The fracture was at the 
fifth cervical vertebra. The respiration was also interfered with, and 
for this reason, if for no other, an operation was impossible under 
anaesthesia. He therefore simply applied extension. The boy fully 
recovered, with the exception of a moderate amount of paralysis of 
the ulnar nerve on one side and a slight ataxic gait on the same side. 
He had married recently. The inference was to be drawn that the 
paraplegia was not due to direct severance of the cord, but to press¬ 
ure probably from a blood-clot. A limited cord lesion might have 
caused the permanent slight paralysis in the arm and leg. 

Dr. Gerster fully shared the opinion of Dr. Wyeth and Dr. 
Dawbarn that it was proper to operate at once in spinal injuries. The 
possibility could not be denied, however, that Dr. Dawbarn’s case 
might have recovered without an operation. 

Dr, Willy Meyer, having understood Dr. Dawbarn to say that 
with an operation there was some hope, and without an operation 
there was no hope at all in old cases of spinal injury, again referred 
to the case of a young man which he had reported on a former occa¬ 
sion. The patient had fallen from a height and broken the first and 
second lumbar vertebrae. Total paraplegia had at once been present. 
For eight months he had been slowly improving, at last moving about 
on crutches. But being young he wished for a more perfect cure, and 
came to the city, where he was seen by Dr. Meyer. Nothing could 
be done except to perform an operation, which he did two years ago. 
Great care was taken not to injure the cord by the rongeur forceps or 
other instruments. The dura was incised, but no purification or 
special injury of the cord was found ; only some injection. The dura 
was closed by catgut sutures. The wound healed kindly. There was 
no rise of temperature, yet the day following the operation there was 
again entire paralysis of the lower extremities. As this did not 
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improve he subsequently cut down upon the cord again, and found a 
sort of syringomyelia, the cord containing multiple small cysts. The 
patient did not improve, and died about a year and a half after the 
first operation. Dr. Meyer said he was sure the operation had done 
harm. Therefore he felt that in old cases in which there had been 
some improvement we should be very careful about operating. No 
doubt the early operation in Dr. Dawbarn’s case had saved the patient 
from paraplegia, if not from death. 

Dr. Abbe added that it seemed to him that what Dr. Gerster has 
said was very true; that it had not been proved that these cases might 
not have recovered without an operation. The paralysis is not always 
due to crushing of the cord, but may be due in part to haemorrhage, 
and this may be between the dura and vertebrae, between the dura and 
cord or into the parenchyma. In either event the recovery may be 
slow. Unless there was evidence in Dr. Dawbarn’s case of sufficient 
pressure on the cord to have ultimately destroyed its structure, it is 
extremely probable the patient would have recovered without an 
operation. It seemed to him that while it was a good case, compared 
with others of injury to the spine, yet he did not indorse an operation 
in every instance. He thought the risk of spinal operations to be 
great enough to make it a serious consideration. One might lose 
more patients in a hundred from interference than he would save from 
paralysis not due to destruction of the cord. He would not, there¬ 
fore, enter upon an operative procedure with much hope in the vast 
majority of these cases. It must prove exceptional, indeed, to find 
trouble which the surgeon can relieve. 

Dr. Wyeth inquired of Dr. Abbe what he considered the great 
danger of the operation, and what is the death-rate. 

Dr. Abbe replied that he did not know that the statistics had 
been collated. Personally he had operated upon ten spinal cases and 
had lost one. Add to the existing shock that of an early operation, 
with the further risk of considerable haemorrhage, there results a 
pretty severe procedure to offer a patient, with the chance of finding 
a pulpified cord. 

Dr. Wyeth rejoined, saying that regarding the mortality rate, 
take the president’s ten cases, Dr. Dawbarn’s two, and his own eight, 
and there results a total of twenty with only one death. It is best to 
draw conclusions from personal experience, as one can then judge 
better of the conditions of the operation than when general statistics 
are quoted. He did not think the danger of the operation to be very 
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great, or that it should be considered very seriously in view of the 
disastrous results, the absolute helplessness which often attend non¬ 
interference. Haemorrhage is easily controlled. He felt strongly 
that early operation is for the best good of this class of patients. 


SARCOMA OF PERONEAL NERVE; EXCISION AND 
SUTURE OF NERVE. 

Dr. A. G. Gerster presented a man, fifty years of age, who, 
after a history of three years of pain in the right thigh and leg, with 
the gradual development of a small tumor in the popliteal space, had 
come under his care in September, 1894. When admitted there was 
marked tenderness over the right peroneal nerve. A tumor about the 
size of an English walnut could be felt in the popliteal space. It 
was freely movable from side to side, and was extremely tender on 
pressure, the pain radiating downward into the foot. The movements 
of the knee were not impeded. The peroneal muscles were atrophied 
and presented partial reaction of degeneration to electrical stimula¬ 
tion. The loss of motor power in the affected group of muscles was 
relatively very slight compared with the changes in nutrition which 
had already developed. Sensation for temperature and tactile impres¬ 
sions was decreased to a very slight degree only. Pain sense was, if 
anything, slightly increased. 

When the tumor was exposed by incision, October 6, it was 
found to involve the peroneal nerve about three inches below the 
bifurcation. 

The fibres of the nerve passed directly through the tumor, form¬ 
ing a part of it. The nerve was stretched both from above and below, 
the tumor was then removed together with one-fourth inch of the 
nerve on either end. The knee was then flexed, the divided ends of 
the nerve united with silk sutures. The wound was united by catgut 
sutures and usual dry dressing applied, the knee being put up in 
flexed position. 

With the exception of the development of an acute cystitis from 
careless catheterization by a nurse, the patient made an uneventful 
recovery so far as the healing of wound was concerned, which was 
dressed for the first time two weeks after operation. 

At the time of presenting the patient there had yet occurred no 
restoration of nerve function to the sutured nerve. 

There was no response to faradic current, direct or indirect, in 
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tibialis anticus, extensor proprius muscles, extensor longus digitorum, 
or the three peronei. 

No reaction of nerve to galvanic current. In the muscles there 
was the reaction of degeneration. 

Sensation : Thermoanesthesia on outer side of right leg, also 
hypesthesia and hypalgesia. 

Dr. Abbe said that about six years ago he resected the musculo- 
spiral nerve for removal of a neuroma, stretching both ends of the 
nerve and uniting them by buried suture. Primary union followed. 
He had heard from the patient a year ago, and learned that she could 
use the arm for ironing and doing general work, but had not regained 
entire use of it. The tumor was a fibroma and there had been no 
relapse. 

Dr. C. K. Briddon once resected the musculo-spiral nerve for 
round-cell sarcoma; within six months a fungous growth recurred as 
large as a placenta, whereupon he amputated at the shoulder; subse¬ 
quently he had to remove the scapula and the outer end of the clavicle. 
Then the disease appeared in the intercostal nerves. 

Dr. Wyeth remarked that he and Dr. Gerster had had a similar 
experience in which the malignant disease continued to travel up the 
nerve. 

INTRADURAL RESECTION OF THE ROOTS OF THE 
BRACHIAL PLEXUS. 

Dr. Abbe presented a man, aged forty years, who since child¬ 
hood had had a partial spastic paralysis of his right arm and leg,—not 
enough to prevent locomotion, but causing inversion and dragging of 
the foot. 

Incessant athetoid motion of the upper limb with pain in the 
forearm led Dr. Charles Phelps to amputate the right forearm several 
years since. 

The pain and athetoid spasm continued in the remaining portion, 
and Dr. Weir amputated at the shoulder-joint five years ago, hoping 
to relieve him. 

Pain recurred, and three years since Dr. Abbe resected the bul¬ 
bous nerves of the axillary plexus. 

Again the athetoid spasm and pain of the shoulder recurred and 
caused the scapula and clavicle to be raised high up towards the neck. 

Dr. Graeme Hammond exhausted the resources of medicine, 
electricity, and local applications for a year or more, and finally 
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referred him to the reporter for stretching the brachial plexus in the 
neck. 

Dr. Abbe advised intradural section of the roots and operated 
June 4, 1894. 

He exposed the cord from the fifth cervical to the first dorsal 



Intradural resection, posterior roots of brachial plexus, with section of 
the anterior roots. 

arch, inclusive, by a method which he had used in two former cases. 
(New York Medical Journal, February, 1889; Medical Record, July 
26, 1890.) 

A full-length incision in the dura was made. As usual, about 
three ounces of cerebro-spinal fluid escaped, after which he picked up 
the posterior roots with a strabismus-hook and excised a quarter inch 
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of the fifth, sixth, seventh, eighth cervical, and first dorsal, as shown 
in the diagram. 

The cord was then drawn gently aside and the anterior roots cut 
through, excepting the fifth, about which he was in doubt whether 
the fourth were not with it at this point of the wound, and he hesitated 
to divide this, owing to its phrenic supply. 

The resection of the posterior roots (generally regarded as the 
sensory conductors) of the entire right brachial plexus was thus 
accomplished with exactness. 

The anterior roots which were deemed responsible for the athe- 
toid spasms were divided, except probably the fifth. 

The dura was sutured with fine catgut continuously; the liga- 
mentum nuchae and muscles united by buried catgut stitches and the 
superficial fascia and skin independently. 

Primary union occurred. 

The pain abated very much, and the spasm almost entirely, after 
operation. 

Of the two other cases in which he had performed a similar oper¬ 
ation, in one six years ago, in the other five years ago, in both there 
had been very great, but not complete, relief from pain up to the 
present time. In the first the pain had started as a peripheral neu¬ 
ritis, the arm had been amputated for its relief before Dr. Abbe saw 
the patient, but the pain ascended and demanded the further oper¬ 
ation. 

Dr. McCosh said that he had recently cut two posterior dorsal 
roots, yet absolutely no anaesthesia followed, a fact due to the free 
anastomosis of the peripheral branches of the dorsal nerves. Sher¬ 
rington has recently shown how these branches overlap one another, 
so that, in order to destroy sensation in a portion of the skin of the 
back, it is necessary to divide at least three and perhaps more of the 
posterior dorsal roots. 

TECHNIQUE OF RECTAL RESECTIONS. 

Dr. F. W. Kammerer read a paper entitled, “ Some Points in 
the Technique of Rectal Resections.” (See p. i.) 

Dr. McCosh considered the point made in the paper with regard 
to care that the blood-supply of the rectum should not be cut off to 
be a very important one. A patient of his died recently on this 
account. Six or seven inches of the end of the gut became gangren¬ 
ous and led to fatal sepsis. He was also in accord with Dr. Kam- 
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merer with regard to the propriety of performing colotomy where the 
case is one for resection. Where the lower part of the rectum is also 
to be taken away he hardly thought colotomy necessary. 

As to the results in cancer, in a patient whose rectum he excised 
for cancer three years ago last July, removing ten or eleven inches of 
the gut, there has been no recurrence. In that case the operation 
was performed at two sittings. At the first operation the diseased 
portion was removed, and the proximal end of the gut was pulled 
down to the lower end, which consisted of the anal portion of the 
rectum, but the two were not sewed together until ten days later. 
When the second operation was done the patient had perfect control 
of the bowels, except when she has diarrhoea, and then there is some 
leakage. 

Dr. Briddon remarked that he had had very considerable ex¬ 
perience with high resection of the rectum, and that in some of his 
cases a large portion of the sacrum and coccyx had been removed. 
His memories of these operations were certainly not pleasant. Where 
one goes above the third sacral foramina there is apt to be trouble 
from paralysis of the parts supplied by the nerve that issues from the 
same. Although some writers are inclined to disregard that, he 
thought the consequences to be sometimes very serious. The method 
of high resection described by Dr. Kainmerer certainly has great ad¬ 
vantages. Its only disadvantage is the high resection of the sacrum. 
By snipping the peritoneum and the fascia, where it is reflected from 
the rectum on either side, the gut can be pulled down, and by 
avoiding injury to the vessels behind the blood-supply will not be cut 
off, and this can be done after removal of the coccyx and tip of 
sacrum. 

In cases of cancer with involvement of the retro-rectal glands, 
Dr. Briddon would make permanent colotomy, amputate the diseased 
rectum, and make no attempt to restore the continuity of the canal. 

He found it almost incomprehensible how feces could pass by 
the spur of an inch to an inch and a half formed in inguinal colotomy, 
but they usually did and gave trouble, but, fortunately, the patient 
could be assured that it would be likely to cease within a few weeks. 
He had found in the ordinary temporary institution of fecal outlet, 
such, for instance, as that described by Cripps, in which a longitudi¬ 
nal section of the gut is made that as much excrement passes through 
the rectum as through the artificial outlet. He had now a case in 
the hospital in which that condition exists. 
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Dr. Willy Meyer thought that one of the most important 
questions in connection with this operation was, how best to puli 
down the lower end of the sigmoid flexure; for every one who had 
done the operation must, in this or the other case, have had some 
difficulty in that direction. In a few cases he had been under the 
impression that the difficulty was in a short meso-sigmoid. While 
in two cases he had cut as Dr. Kammerer recommended, but only 
about two to three inches upward and parallel to the gut, there was 
still difficulty in drawing down the gut. 

Regarding inguinal colotomy in resections for neoplasms, this is 
not necessary where we have control over the gut before the operation, 
—viz., in ulcerating, not obstructing neoplasms. Yet if the rule 
were established that an artificial anus should first be formed in every 
case it would be a safe-guard especially as far as primary union of the 
sutured gut is concerned. About three years ago he presented to the 
surgical section of the Academy of Medicine a patient from whom 
he had removed the neoplasm without colotomy, having for about ten 
days given careful attention to emptying the bowel and getting it in 
condition to permit of primary union, which was afterwards secured. 
But he thought it a perfectly wise rule to make an artificial anus. 

He had done osteoplastic resection of the sacrum three times, 
and had been struck by the ease of access to the deep parts. It 
seemed to him to be only fair that the operation should be called 
Rehn’s modification of Kraske’s operation, and not Rydygier’s, as 
Rehn was first to describe it at the German Surgical Congress in 
1891. 

Dr. Dawbarn quite agreed with Dr. Kammerer with regard to 
the propriety of inguinal colotomy as a preliminary step in all cases of 
excision of rectal cancer, inasmuch as the mortality from inguinal 
colotomy is now rather less than 5 per cent., and since most of the 
fatal cases of resection of the rectum are due to infection. 

For the control of haemorrhage in this operation, upon women, 
he suggested a method which he had found to work very satisfactorily. 
It consisted in thoroughly cleansing the vagina, and then in passing 
the largest size of pedicle silk, by means of a large, curved Peaslee 
needle (the patient being in Trendelenburg’s posture, or else the knee- 
chest position), through the vagina at the highest point in Douglas’s 
pouch, and so out through the skin at the back, by the side of the 
upper part of the sacrum. Then thread the needle again with the 
other end of the ligature, reintroduce it into the vagina, and so out 
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at the other side of the sacrum; and thus tie off, or rather tempo¬ 
rarily constrict, the rectum and its surrounding blood-supply at the 
level of the highest point in the vagina. Then go ahead with the 
Kraske operation. It was wonderful how perfect was the control of 
bleeding in that case. Of course, this suggestion only applies to oper¬ 
ations quite near the anus. The ligature was slackened slowly, at 
length, and spurting points were ligated. 

Of course, this would not be a wise procedure if there should be 
gut in Douglas’s sac; but he first introduced his fore-fingers simul¬ 
taneously into the rectum and vagina, and thus was enabled, by feel¬ 
ing Douglas’s pouch, positively to exclude that condition. Besides, 
Trendelenburg’s or the knee-chest posture makes the absence of gut 
from the cul-de-sac almost certain. 

Dr. Kammerer explained that his paper referred only to resec¬ 
tions of the rectum, not to amputation. Yet he thought that in some 
amputations previous colotomy offered great advantages. 

As to Dr. Briddon’s remark that after incising the peritoneum 
the bowel can be pulled down without loosening it from the anterior 
sacrum. This has not been his experience. It is in combining these 
two procedures that we are enabled to draw down the bowel. Inci¬ 
sion of the peritoneum alone does not loosen it all around. It is 
necessary to separate the tissues binding the gut to the sacrum. 

In the operation of a temporary inguinal colotomy he thought 
that only a longitudinal incision should be made, never a transverse. 
In making the transverse incision he would always cut through the 
entire bowel from the mesentery, and if the loop is brought well out 
the entrance of faeces into the lower end can be prevented, although 
it is sometimes a very difficult thing to do permanently. 

He did not quite agree with Dr. Briddon in his criticism upon 
the Kraske operation or its modifications. He had done it quite a 
number of times, and had seen no paralysis following. He had never 
noticed any symptoms after dividing below the third sacral foramen, 
neither in these cases, nor in those operated upon according to 
Rydygier. In the latter instance the nerves are divided on one side 
of the sacrum only. 

Nor did he agree with Dr. Meyer, that cases of carcinoma do 
not call for a temporary artificial anus when the lumen of the gut is 
not entirely obstructed. These cases pick up wonderfully in a few 
weeks after establishing an artificial anus and diverting the faeces away 
from the ulcerated surface. They are thus put in much better condi¬ 
tion for the major operation. 
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Dr. Kammerer referred again to the liability of a fistula forming 
at the posterior margin of the sutured bowel where colotomy had not 
preceded resection, and to the difficulty of closing the same. He did 
not look with much favor upon the method of controlling haemor¬ 
rhage, suggested by Dr. Dawbarn, although he has had no personal 
experience. 

LARYNGECTOMY FOR CARCINOMA OF THE THYROID 

CARTILAGE. 

Dr. C. K. Briddon presented a specimen with the following 
history: A man, forty-eight years old, was admitted to his service in 
the Presbyterian Hospital on June 7, 1894. 

No evidences of either tuberculosis or of syphilis in his previous 
history. His trouble dated back five months when he began to 
cough ; shortly hoarseness came on. These both increased gradually and 
constantly. Then his throat became swollen and tender. Pain came 
on, radiating upward from his throat to his head, especially on the 
right side. About six weeks before admission he began to have slight 
difficulty in breathing and swallowing became painful. Since then all 
his symptoms have continued and cachexia has developed. When 
admitted there was in the region of the larynx and apparently inti¬ 
mately connected with it an irregular tumor, hard to the touch, seem¬ 
ing to present, however, softer spots within it. It was tender. The 
mass was situated on the right side and followed the movements of 
deglutition. An aspirating needle introduced into the tumor failed 
to bring anything but blood. 

On laryngoscopic examination the mirror reveals a red shiny 
mass on the right side, its surface ulcerated, the mass hiding from 
view almost completely the right vocal chord, and narrowing the aper¬ 
ture to a very small chink. A diagnosis of malignant growth of the 
larynx was made. 

Operation for removal of the larynx was done June 20. Position 
dorsal; the patient’s head and shoulders slightly elevated, the neck 
also raised somewhat, and made more prominent by a small sand-bag 
under it. Incisions: first a transverse one just below the hyoid 
bone, the cut extending down to the thyro-hyroid membrane, divid¬ 
ing transversely the overlying subhyoid muscles ; a second incision, 
one inch below the inferior border of the cricoid cartilage, trans¬ 
versely from one sterno-mastoid muscle to the other, the mid points 
of these two incisions connected by a vertical one extending down 
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to the thyroid and cricoid cartilage and to the trachea. The 
flaps made by these incisions being dissected up and reflected the 
isthmus of the thyroid gland was divided between the catgut liga¬ 
tures. 

The tumor itself was seen to be in the shape of a flattened sphere 
about three inches in its vertical diameter and two in its transverse. 
It occupied the whole of the right side of the thyroid cartilage. So 
thoroughly has the mass invaded the cartilaginous structure at this 
point that the resemblance to the normal parts could be made out. 

Dissection was done on both sides successively. On the right, 



Represents a section of tumor, and R-thyroid, disclosing interior of larynx. 


however, the presence of the mass prevented the dissection from 
being carried so close to the cartilage of that side. When the 
tracheal end of the tumor had been sufficiently freed from surround¬ 
ing structures, haemostasis being satisfactory, the anterior half of the 
trachea was divided ; silk loops being passed in on either side through 
the tracheal wall for its support the section of the tube was completed; 
as soon as this was done a tracheal canula was inserted, securing ac¬ 
curate closure of the lumen. The two silk loops introduced on either 
side through the tracheal wall were fastened to the small tongue on 
the canula serving to steady the apparatus and prevent its slipping 



LARYNGECTOMY FOR CARCINOMA. 


6i 

from the air-tube. Through this the anesthetization was continued, 
no blood finding its way into the respiratory tract. 

The dissecting up of the lower part of the mass—namely, the 
cricoid and inferior portion of the thyroid—from the oesophageal wall 
posteriorly was then carried on, the constrictor muscles of the pharynx 
being severed, the main thyroid vessels were not molested. The pos¬ 
terior part of the larynx was then dissected away from the mucous 
membrane of the pharynx, which was. cut away at the level of the 
aryteno-epiglottic fold. 

Haemostasis being complete, the canula was removed from the 
trachea and the circumference of the respiratory tube was stitched, its 
anterior half to the lower edge of the lowest transverse incision, its 
posterior half to the upper edge of the same. The same method of 
suture was adopted above to the pharyngeal opening, A small drain 
of iodoform gauze was then introduced under the lateral flaps at their 
upper part running down to their point of junction with the trachea. 
The edges of the vertical incision being sutured the operation was 
complete, and a protective dressing was applied to the wound above 
the tracheal opening. 

The patient rallied fairly well from the operation. A sponge 
wrung out in hot water was applied over the tracheal opening, the 
patient drawing the heated and moistened air through its meshes, the 
sponge being renewed every few minutes. He was fed entirely by 
rectum, it being deemed inadvisable to insert a stomach tube into the 
oesophagus on account of the danger of bursting out the sutures in the 
very thin mucous membrane of the anterior wall of the pharynx. 
He responded fairly well to his stimulation and to his rectal nourish¬ 
ment for two days. On the third day, however, his condition changed, 
his pulse and respirations became rapid, and he succumbed to broncho¬ 
pneumonia on the fourth day. The wound was clean. 

Report of Dr. Thacher , Pathologist .—Microscopical examina¬ 
tion : Mostly fibrous connective tissues, with some scattered striated 
muscle. But there are abundant cellular patches, the cells being of 
medium size, of no characteristic shape, often with two or more 
nuclei generally in alveoli, with fairly sharp outlines, should probably 
be classed as a cancer. 


